has on their results but nevertheless this remains a concern. Given the significant difference between the 499 providers initially trained in SCL-aHIT overall and the 44 available for the study's 6-month follow-up, additional clarification about any potential explanations for this loss to follow-up is important.
2.
The authors state that those lost to follow-up had poorer retention scores. How did they determine this? 3.
A number of study participants had received training in other resuscitation programs. Did this training impact knowledge retention/acquisition of SCL-aHIT training knowledge? 4.
Was there any difference between physicians and nurses in the group who expressed discomfort in the resuscitation of children with pneumonia or severe dehydration? 5.
The authors included several demographic features of the participants including smartphone ownership. What was the importance of this particular piece of information? 6.
The authors subdivided the type of instructor make-up into 4 main groups. However, there is no additional explanation with regards to why this subdivision was chosen and its significance/implications and what impacts it had on knowledge acquisition/retention. 7.
With regards to the statistics in the paper: a.
Research design pages 8 and 9 i.
What was the rationale for using alpha = .10 for variable inclusion in the linear mixed model? Lines 17-26 ii.
Statistical Approach: Lines 41-47. The authors have put all the statistical analyses on one sentence. What specific questions were answered by the t-test, the one-way ANOVA and the Chisquare? It is not clear. The authors should match each statistical test with a specific research hypothesis or question (Lines 14-24). Right, now it seems just a general statistical approach.
b.
Results pages 10-13 i.
Here again, the results should be matched by the three research hypotheses. ii.
On Piecewise regression-What were the values of R2 -The authors did not provide these values. In other words, was the explained variance on the Dependent variable by the covariates statistically significant? iii. Table 3 : Does not provide R2 for all the models the authors conducted. iv.
The authors discussed that they were going to use a linear mixed model -did not see the results for this model.
VERSION 1 -AUTHOR RESPONSE
Reviewer: 1: ADAMOS HADJIPANAYIS, Institution and Country: European University Cyprus, Nicosia, Cyprus Interesting paper which proves that these kind of programmes can be of great help for low and middle income countries (LMICs). Authors: Thank you.
Reviewer: 2: Grace Irimu Institution and Country: Kemri Wellcome Trust, Kenya The intervention appears not just initial SCL training but there is also support of inventory and feedback. The feedback is not well described. Also need to clarify if the inventory support was continuous during the entire study period. It is also possible that similar results could have been obtained just support of the inventory. Authors: Revised as recommended. The methods section now reads "All components of the SCL program were active during the study period." Also, it now describes the 5 implementation strategies of the SCL program in detail. In addition, we have added to the discussion section "It is also possible that similar results could have been obtained just from inventory support."
Loss to follow-up is a major drawback from initial study population of 499 to having only 44 follow-up by 6 months. Analysis has addressed this limitation, however clinically this is difficult to comprehend. This suggests that the study design was not appropriate for this study. Authors: Clarified. While we agree that our analysis has addressed this limitation, we appreciate that the original description of the study design was unclear. We have revised the participants section in the abstract to reflect the participants eligible for the study, the methods section to reflect this study utilized data from a pre-existing SCL administrative database and that the study design was a retrospective cohort.
Reviewer: 3 Reviewer Name: Andrew Kiragu, Institution and Country: Hennepin Healthcare, United States This paper by Meaney et al. is an important addition to the body of knowledge regarding the usefulness of abbreviated training programs in improving health outcomes for children in low and middle-income countries. While they assess provider knowledge and not outcomes per se, this is a reasonable initial step. Authors: Thank you, we agree.
One concern about this paper is the significant loss to follow up which limits the ability to draw major conclusions about the study's findings. The authors do work to limit the effect that this has on their results but nevertheless this remains a concern. Given the significant difference between the 499 providers initially trained in SCL-aHIT overall and the 44 available for the study's 6-month follow-up, additional clarification about any potential explanations for this loss to follow-up is important. Authors: Revised as recommended. The methods section now reads: "The SCL Implementation team attempted to follow-up with participants of the training sessions in person or by phone to complete the Provider Readiness Assessment (PRA) at one-, three-, and six-months after SCL-aHIT training. There were two attempts to complete the assessment at each time point for all course participants. More attempts were not possible due to program limitations."
The authors state that those lost to follow-up had poorer retention scores. How did they determine this? Authors: To determine whether there were biases due to loss to follow-up, we created two groups: one group that had 6-month follow-up score and one group that did not have 6-month follow-up. We compared the acquisition of knowledge trajectory and retention of knowledge trajectory to ensure they were similar. Analysis showed those who completed follow up to 6 months had no difference in knowledge acquisition(+1.26, se=3.69, p=0.7329), but demonstrated significantly better retention (+3.03/month, se=0.88, p=0.0007). To control for this bias, we entered this variable into the piecewise regression models. See Supplementary Table and Figures for results of the sensitivity  analysis. A number of study participants had received training in other resuscitation programs. Did this training impact knowledge retention/acquisition of SCL-aHIT training knowledge? Authors: Great question. On bivariate analysis, other previous resuscitation trainings demonstrated no significant differences (alpha = 0.1) in either exposure (IMCI) or outcome (total score) so none were included in the model. Was there any difference between physicians and nurses in the group who expressed discomfort in the resuscitation of children with pneumonia or severe dehydration? Authors: Great question. The interaction of self-efficacy and profession was not examined and beyond the scope of this study.
The authors included several demographic features of the participants including smartphone ownership. What was the importance of this particular piece of information? Authors: Great question, clarified. Our methods section describing the training now reads " In addition, our didactics and final exam employed audience response software to increase active learning and facilitate instructor situational awareness." And in the outcomes section "As the training employed audience response software as an education tool, the SCL program tracked smartphone ownership as a surrogate for comfort with technology to monitor possible impact."
The authors subdivided the type of instructor make-up into 4 main groups. However, there is no additional explanation with regards to why this subdivision was chosen and its significance/implications and what impacts it had on knowledge acquisition/retention. Authors: Thank you, clarified. The methods section now includes "As the SCL program was initiated using highly experienced pediatric resuscitation education experts and rapidly transitioned to newly trained local instructors during the study period, variation in instructor experience…" was added to the methods section.
Research design pages 8 and 9: What was the rationale for using alpha = .10 for variable inclusion in the linear mixed model? Lines 17-26 Authors: Thank you, clarified. The methods section now reads "To maintain a relatively parsimonious model yet still use a conservative cut-off for issues of confounding, we retained any variable that was significantly different between IMCI and non-IMCI participants or had significantly different course assessment scores in bivariate analysis (p< 0.10)."
Research design pages 8 and 9: Statistical Approach: Lines 41-47. The authors have put all the statistical analyses on one sentence. What specific questions were answered by the t-test, the oneway ANOVA and the Chi-square? It is not clear. The authors should match each statistical test with a specific research hypothesis or question (Lines 14-24). Right, now it seems just a general statistical approach. Authors: Thank you, clarified. The Section now reads: "Difference in participant or course characteristics between IMCI and non-IMCI groups were tested with Chi-square test for discrete variables . Difference in immediate post-training assessment score among participant or course characteristics were tested with independent-samples t-tests (Professional Status, English spoken most commonly, Perceived frequency of resuscitation > 1 month, I am comfortable with the initial steps of stabilizing a pediatric patient with Severe Pneumonia/ Severe Dehydration, Year of the program, Previous Resuscitation Training, Smart phone usage,) or one-way ANOVA (Location of work, Resuscitation Success (perceived), Instructor Type), as appropriate.
Results pages 10-13: Here again, the results should be matched by the three research hypotheses. (Lines 15-24) Authors: Revised as recommended.
On Piecewise regression-What were the values of R2 -The authors did not provide these values. In other words, was the explained variance on the Dependent variable by the covariates statistically significant? Table 3 : Does not provide R2 for all the models the authors conducted. Authors: Thank you, revised as recommended. The results section and tables have been modified to present thes values.
